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. CLINICAL NEUROLOGY. 

The Diagnosis of Headaches. By Howell T. Pershing, M.D., Col¬ 
orado Medical Journal, Vol. II., No. io. 

Pershing has analyzed the symptoms- of the diseases in which 
headache is liable to be a prominent feature, and has arranged them in 
a table so that by comparing the symptoms of an individual case with 
the headings and sub-headings of the table, the probable diagnosis 
can be quickly found. 

Headache.—Pain in the head not limited to the distribution of 
particular nerves. 

I. There is organic disease of the brain or its membranes, shown 
not merely by the severity and persistence of the headache, but also 
by the occurrence of some more positive signs, e.g„ paralysis of occu- 
lar muscles, face, optic neuritis or optic atrophy; Jacksonian epilepsy, 
etc. If delirium or stupor occurs, the headache still continues. Vom¬ 
iting common. 

(a) Onset sudden or very rapid, following an injury or occurring 
in an aged or insane person without evidence of infection. Convul- 
ions, followed by paralysis on side opposite the headache. Sopor 
and coma with slowness of pulse supreme.—Meningeal hemorrhage. 

(b) Onset gradual but acute, with fever. A source of intracranial 
infection or irritation present. Whole course short. General hyper- 
aesthesia common in early stage. Spasm of neck, general convolutions 
and cranial nerve symptoms, such as ptosis, strabismus, etc. Optic 
neuritis occasional. Temperature irregular.—Meningitis. 

(c) Onset rapid or slow. Source of purulent infection. Tem¬ 
perature irregular. There may be rigors followed by fever and sweat¬ 
ing.—Abscess. 

(d) Onset slow. Optic neuritis. Temperature usually normal. 
No signs of suppuration.—Tumor. 

(e) Onset slow, without fever and without intense optic neuritis 
or slow pulse. Patient alcoholic or syphilitic. Organic disease indi¬ 
cated by spasm or paralysis in the domain of cranial nerves, rarely 
in limbs.—Chronic meningitis. 

II. Positive signs of organic disease of the brain or membranes 
absent, but there is evidence that the blood vessels are diseased. 

(a) Patient is past forty. The arteries are atheromatous. Heart 
often hypertrophied, and albumen is usually found in the urine. 
—Arterio-sclerosis. 

(b) Age less than forty. Headache chiefly nocturnal and accom¬ 
panied by insomnia. Syphilitic history.—Syphilitic endarteritis. 

III. No organic disease of brain membranes or vessels. 

(a) Headache periodic. Pain unilateral, accompanied by nausea 
and intolerance of light or noise. Family history oi similar attacks 
or of epilepsy or other neuroses.—Migraine. 

IV. No distinct periodicity. Pain not unilateral. Headache 
appears at same time as fever, and disappears if delirium supervenes. 
There is evidence of general infection without any uniquivocal sign 
of organic disease of the brain or its membranes.—Infectious fever. 

V. There is no infection, but there is evidence of a toxic sub¬ 
stance active in the system. 

fa) .Urine contains sugar. Patient suffers from polymia, thirst, 
weakness, etc.—Diabetes. 

(b) Urine contains albumen, or-casts, or both. Pallor and oedema 
often manifest. There may be a characteristic retinitis or optic neu¬ 
ritis.—Uraemia. 

(c) Urine free from albumen and sugar. Headache worse in early 
morning and tends to wear off during the day. Uric acid, diathesis or 
gouty deposits.—Gout. 
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(d) History of excessive consumption of alcohol. There may be 
initiative dyspepsia, insomnia, tremor, etc.—Alcoholism. 

(e) Perverted digestion. Headache dull, comes on soon after eat¬ 
ing, or is associated with the eating of some particular food, and is 

'temporarily relieved by purgatives and intestinal antiseptics.—Indi¬ 
gestion. 

(f) Patient exposed to lead. There may be a blue line on the 
gums, colic with constipation or bilateral wrist drop.—Plumbism. 

VI. No infective or toxic cause but the cerebral circulation is 
disturbed. 

(a) Headache throbbing follows excitement or exertion, and may 
be associated with flushed face. Increased by coughing, straining or 
lowering head.—Active Hyperaemia. 

(b) Headache dull and heavy. Return of venous blood obstructed. 
—Passive Hyperemia. 

(c) Heart action weak or blood impoverished.—Anaemia. 

VII. No .infective ,toxic or circulatory cause, but there is a reflex 
disturbance. 

(a) Pain associated with the use of' the eyes for near work, and 
is felt in the brow or back of the eyes, or appears to extend from the 
eyes to the back of neck. An error of refraction is present or weak¬ 
ness of one or more of the extra ocular muscles.—Eye Strain. 

(b) Pain associated with disease of the nose or its adjacent sin¬ 
uses.' Inner wall of orbit may be tender or headache markedly in¬ 
creased by touching the middle turbinated bone with a probe.—Nasal 
Headache*- 

yin. No organic, toxic, reflex or circulatory cause apparent. 

.(a!) Nerve force exhausted from any cause. Sensations in head 
may be disagreeable rather than painful, and are described as queer, 
tightness dj looseness of scalp, lightness on heaviness of the head, etc. 
Spinal tenderness and morbid fears common.—Neurasthenia. 

(b) HejUjache appears and disappears in accord with emotional 
changes or in response to suggestion, often limited to a small spot at 
vertex (clavus). Various signs of hysteria may be present.—Hysteria. 

Altman. 

Hysteria Simulating Disseminated Sclerosis. 

Charcot, Rendu, Souques and others have published so many cases 
of hysteria simulating disseminated sclerosis that further observation 
. would seem without much interest, but the case related by Dr. Bonne 
(Gazette Hebdomadaire, Dec. 17, 1896) is interesting in that the neu¬ 
rosis while reproducing most of the symptoms of the organic disease 
was wanting in most of the cardinal symptoms of hysteria. The patient’s 
first symptoms were like mild epileptic attacks, and began suddenly in 
May, 1891,, apparently from a small emo.tio'nal cause. They continued 
to return until three or four happened every day. A sort of aura of 
variable character heralded them constantly, or ordinarily a sense of 
constriction of the chest and a ball in the throat, sometimes a swelling 
of the abdomen. He came into the Hospital of Lyons in October, 
1896, when he was still suffering occasionally from convulsive attacks, 
which were brought about under the influence of emotion or by pres¬ 
sure upon the hysterogenic zones. He was found to have difficulty of 
speech of a somewhat spasmodic character, but not typically scanning. 
This had begun two years previous to admission and progressively 
increased, though with no aphasia, and without motor trouble with the 
tongue. About the same time that this difficulty commenced he had 
also perceived a difficulty in walking. At the time of admission his 
gait was wavering and decidedly spastic; but this rapidly improved, 
as did his station, which was bad. There was a large tremor of the 
arms, disappearing in repose, controlled by small movements and made 
.worse by large movements or ones demanding great precision of use 



